Background: Health care workers are exposed to patients with tuberculosis and are at risk of nosocomial infection. The aim of this study was to determine the prevalence and factors associated with latent tuberculosis infection among health care workers in Malaysia and also to evaluate the agreement between Quantiferon TB Gold in tube test with Tuberculin Skin Test.
Background
Tuberculosis (TB) in the era of HIV/AIDs, is the second most frequent cause of death due to an infectious agent [1] . Similar to other developing countries, TB is still a public health problem in Malaysia despite preventive and control measures taken. The incidence rate in Malaysia has been stagnant at around 58.7 to 65.6 per 100,000 populations in the last ten years. However, the absolute number of new cases has been increasing from about 15,000 new cases in 2002 up to 16,665 in 2006 [2] . As in other countries the re-emergence of this problem can be attributed to the high influx of foreign workers from high TB burden countries (legal and illegal), increasing number of HIV/AIDs patients, transmission within congregate settings, and emergence of multi drug resistant TB [3] . The higher number of patients seeking treatment at health facilities increases the exposure to health care workers. Based on the data collected by the Tuberculosis Information System (TBIS), Ministry of Health, Malaysia, it showed that the incidence rate of active TB disease among health care workers (HCWs) was higher compared to the general population in 2003 until 2006 with the reported incidence rate of 73.4-77.7 per 100,000 among HCWs and 60.3-62.6 per 100,000 in the general population respectively. There was an increasing trend in the number of HCWs diagnosed with active TB disease from 31 in 2002 to 123 in 2006 [2] .
Individuals with latent tuberculosis infection (LTBI) are assumed to harbour viable tubercle bacilli in their body. These bacilli are dormant but have the potential to reactivate and cause disease. Previously, LTBI was diagnosed using tuberculin skin test (TST). TST measures the hypersensitivity response to purified protein derivative (PPD), which contains a mixture of antigens found in Mycobacterium tuberculosis, M. bovis and several other non-tubercular mycobacteria. However in the last decades, 2 new tests [interferon gamma releasing assays (IGRA)] have been developed. Quantiferon TB Gold in-tube (QFT TB Git) is one of the IGRA that is available commercially. It uses enzyme-linked immunosorbent assay (ELISA) to measure the production of interferon gamma by circulating T cells in whole blood against specific Mycobacterium tuberculosis antigens, namely overlapping peptides corresponding to ESAT-6 (early secreted antigenic target 6), CFP-10 (culture filtrate protein 10) and a portion of tuberculosis antigen TB7.7 (Rv2654). IGRA are more specific than TST as the antigens used are not shared by any of the BCG vaccines or by non-tubercular mycobacteria [4] . Results from a meta-analysis which reviewed the sensitivity between TST (cut-off point of 15 mm) and QFT TB Git using active tuberculosis as a surrogate for latent infection revealed a pooled sensitivity of 67% for QFT TB Git and 40% for TST [5] . The same study reported specificity of QFT as 96%, and only 87% for TST among healthy population considered at very low risk for LTBI.
As there is a paucity of data on the risk of tuberculosis among health care workers in Malaysia and there are no published study using any IGRA in testing for LTBI locally, a study was conducted to assess the prevalence and risk factors for latent TB infection among hospital workers in the Klang Valley. The agreement between TST and IGRA among a subpopulation of this study was also evaluated.
Methods

Sampling and Study Design
A cross sectional study was conducted from December 2008 to May 2009 among health care workers working in hospitals under the Ministry of Health in the Klang Valley, which was part of a bigger study aimed at identifying risk factors of LTBI among workers in the high and low risk groups. In total there were eight hospitals under the Ministry of Health in the area studied. In order to attain adequate number of respondents for this study, HCWs from four hospitals were required. Therefore, four hospitals were selected by simple random sampling. Workers were divided into high and low risk based on exposure to patients with active tuberculosis.
The high risk group comprised of workers who are exposed to active TB patients or specimens regularly. They were from the medical ward, intensive care unit (ICU), emergency department (ED) and microbiology laboratory, whilst the low risk group were workers who are not in direct contact or not exposed to TB patients regularly. They comprised of workers from administration office and obstetric wards including labour room (LR). The workers involved in this study were nurses, medical assistants (MA), medical laboratory technicians (MLT) and office workers. Sample size calculation was based on a prevalence rate of 4% in the low risk group and an adjusted odds ratio of 2.48 among the high risk group based on another study in an intermediate TB burden country [6] . At α error of 0.05 and β error of 0.20 and 40% non response rate, the minimum sample size required was 525 in each group.
The respondents were selected randomly using probability proportionate to size. The formula used to calculate the sample for each hospital was number of workers for a given hospital over total number of workers from the four selected hospitals multiplied by number of samples required (525). Similar method of calculation was used to calculate number of samples according to each ward/department selected.
Data collection
Self administered questionnaire were distributed to gather information on possible risk factors (sociodemographic, work history, BCG vaccination, co-morbid conditions, substance abuse, history of previous TB, and history of living in the same house with a family member or friend with active TB). In this study, a diagnosis of LTBI was made if the respondent was tested positive by Quantiferon TB Gold in-tube test (Cellestis Limited, Carnegie, Australia). The test was performed according to the manufacturer's instructions which included 2 stages: incubation of whole blood in the Nil Control, TB Antigen and Mitogen Control tubes for 16 to 24 hours at 37°C and harvesting the plasma from each tube, and measurement of interferon γ (IFN-γ) production in harvested plasma by enzyme-linked immunosorbent assay (ELISA) and results were calculated with QFT TB Git Analysis software. The IFN-γ values for tuberculosis antigens and mitogen were corrected for negative control (IFN-γ level of the Nil Control) for each respondent. The test was considered positive when the corrected TB Antigen stimulated plasma level was ≥ 0.35 IU/mL.
We also sought to determine the agreement between QFT Git with tuberculin skin test (TST) in 95 of the nurses who consented to be tested by both tests. TST was performed after blood for QFT Git has been taken. The test was administered by a trained nurse using the Mantoux method i.e. 0.1 ml of 2 T.U. of Tuberculin PPD RT 23 SSI was injected intradermally at the volar aspect of the forearm of respondents. The test was read 48 to 72 hours after application using the palpation method. Agreement and Kappa values were calculated for the two tests. Two cut off points for a positive TST (10 and 15 mm of induration) were evaluated.
Data Analysis
All HCW who agreed to participate were included for the analysis. Analysis was done using SPSS, version 18 (SPSS Inc). Odds ratio and multiple logistic regression analysis were used to calculate crude and adjusted risk. The study protocol was approved by the Medical Research and Ethical Committee, Ministry of Health.
Results
Of 1050 eligible health care workers, 954 (90.8%) answered the questionnaire and agreed to be tested for LTBI with Quantiferon TB Gold in-tube (QFT Git). Of the non respondents, 37 (38.5%) did not return the questionnaires and refused to be screened for LTBI, 52 (54.2%) agreed to answer the questionnaire only and 7 (7.3%) were screened for LTBI but did not return the questionnaire. All of the non respondents were from the low risk group except for one medical laboratory technician who was from the high risk group. Among the respondents, analysis was carried out among 953 respondents only as one respondent tested indeterminate by QFT Git and was excluded from this study. Majority of the respondents were females (88.0%), Malays (92.0%) and nurses (76.0%). This reflected the current work force in most Malaysian hospitals. The mean age of respondents was 29.2 years (range 19 to 56 years old; SD 7.8) and mean duration of employment in the Ministry of Health was 6.8 years (range less than 1 year to 38 years; SD 7.3). Almost all of the respondents (99.7%) had received BCG vaccination. Among those who received the vaccination, 90.7% received the last vaccination at entry to primary school (7 years old) or before the end of their primary school (12 years old).
In this study, the overall prevalence rate of LTBI among HCW was 10 Only 95 respondents agreed to be tested by both QFT TB Git and TST as illustrated in Figure 1 . Agreement between QFT TB gold in-tube and TST was assessed using cut-off points of 10 mm and 15 mm. For the cut off point of 10 mm for a positive TST, 37 (38.9%) were negative by both tests and 11 (11.6%) were positive by both tests. Whilst when 15 mm was used as the cut off point, 72 (75.8%) were negative by both tests and only 6 (6.3%) were positive by both tests. Overall agreement by 10 mm and 15 mm cut off point was 50.5% and 82.1% respectively. The agreement between QFT TB gold intube and TST was poor for both cut off points of 10 mm and 15 mm, at 0.12 and 0.31 respectively (Table 3) .
Discussion
The prevalence of LTBI in this study was relatively low when compared to other low and middle income countries. A systematic review by Joshi et al (2006) reported the prevalence of LTBI among HCW in low and middle income countries ranged from 33% (95% CI: 23-45) to 79% (95% CI: 75-82) [7] . The higher prevalence in the studies for this systematic review could be due to using TST for diagnosing LTBI. False positive TST results could be attributed to BCG vaccination and non tuberculous mycobacterial (NTM) infections [4] . The findings of our study were comparable to other studies which used IGRA for diagnosing LTBI. The prevalence among 2028 HCWs in Germany between December 2005 and May 2009 was 9.9% [8] . The study conducted among 332 Japanese HCW from March till April 2003 by Harada et al (2006) also had a prevalence of 9.9% [9] . Even though the prevalence is quiet similar, it should be noted that Germany and Japan are low TB-burden countries whilst Malaysia is an intermediate TB-burden country. The lower prevalence in our study could not be attributed to the inclusion of various categories of HCW who are at lower risk of exposure to TB in the workplace, as the prevalence among administrative workers was comparable with those working in the clinical side. Similar finding was also reported by Schablon et al (2010) whereby the highest prevalence of LTBI in their study was among the administration staff (17.4%) followed by ancillary nursing staff (16.7%) [8] . Does this finding indicate that there is no increased risk of LTBI among HCWs in direct contact with TB patients in Malaysia? Or are the administrative workers just as exposed to TB patients as they worked in the same facility where patients come to seek treatment? Further studies need to be conducted to ascertain these findings.
In our study, univariable analysis showed the prevalence of LTBI was significantly higher among older respondents, ever married, had a history of living in the same house with family members or friends who had TB and employed for 11 years or more. Pai et al (2005) also found an association between prevalence of LTBI with longer duration of employment [10] . They found those who were employed for 10 years or more, had a threefold increase of prevalence for LTBI compared to those who worked less than a year. Longer duration of employment was associated with longer cumulative exposure to patients with TB, hence increasing the probability of having LTBI. In our study, on multivariable analysis, duration of employment was no longer significantly associated with LTBI. This is probably because risk of infection depended primarily on the concentration of infectious droplet nuclei in the air and duration of exposure to a person with infectious TB disease [11] . Franchi et al (2007) conducted a risk assessment of an outbreak of tuberculosis in an obstetric ward in Italy, found tuberculin conversion was not related to amount of time in contact with the exposed TB patient, work shift or number of contacts with the index case. The factors that influenced tuberculin conversion in their study were brief unprotected exposure to a highly infectious case in non-ventilated small confined spaces. The factors that were significantly associated with LTBI on multivariable analysis in our study, were being male, worked as a nurse and had history of living in the same house with a family member or friend with active TB disease. These risk factors were also reported in other studies [13, 14] . Living in the same house with patients who had TB disease is a known risk factor as these individuals share the same air space and are in close contact with each other.
The agreement between QFT Git and TST in this study was 50.5% for TST with a cut off point of 10 mm and 82.1% for the cut off point of 15 mm. The -agreement was however poor for both cut off points. Nienhaus et al (2008) compared the agreement between IGRA and TST among those vaccinated with BCG with those who did not. They found good agreement among those who did not receive BCG vaccination and poor agreement among those who received vaccination [15] . Kang et al (2005) also noted similar findings. They attribute the poor agreement to BCG vaccination in older children and NTM infection [6] . This was probably also the case for respondents in our study. Malaysia's national immunization programme prior to 2005, involves giving primary BCG vaccination at birth and secondary vaccination at 12 years old. For those who do not have a scar or have a minimal scar, BCG is also given at 7 years of age. A study in rural India showed high agreement between the two tests even though majority of the respondents had BCG vaccination [10] . However, the researcher did mention that BCG vaccination was assumed based on the presence of a scar and there was a possibility of cross reactivity of ESAT-6 and CFP-10 with Mycobacterium leprae which are endemic in India. A study in German where BCG vaccination is not mandatory, it showed good correlation between IGRA and TST [15] .
Limitation of this study was in determining the exposure at the workplace. Even though there was a comparison group in this study (high and low risk groups), however, some of the respondents have history of working in various departments prior to their current workplace and the timing of infection could not be determined. Other studies overcame this problem by including only respondents who had been screened previously and did not have LTBI. 
